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F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312| CORRECTIVE ACTION: 4/10/11
as=n | DEPENDENT RESIDENTS _stidcflt#a's :E'mgtn'nnﬂﬁftoc}'mﬂa were cut l.md ﬁTr{ﬁ
immediately. All personnel involved were immediately
. \ — in~serviced on Life Care’s policy and procedure for
A resident who is unable to carry out activities of fngemailftocnal care to residents on 2/23/11 by the Unit
daily living receives the necessary services to | Manager.
intain good nutrition, i raonal
;nna-::notral I'? - n, grooming, and pe RESIDENTS WITH POTENTIAL TO BE AFFECTED:
¥9 ' Al residents were assesscd for long fingemailsitoenails
on 2/23/11 by the Unit Managers. No ather residents
were found to be affected.
— s . SYSTEMATIC CHANGES;
Th.IS REQUIREMENT s not met as evidenced All faeility personnel were ir:—scm'ccd on 02-23-11 and on
| by: ; ; ; . 03-03-11 on the appropriate procedure and ¢xpeetations
Based on observation and interview the facility for ADL care by the Unit Manager and the Stafl
failed to complete nall care for one resident (#8) Development Coordinator.
of -2 i i .
Menty;tx residents reviewed MONITORING:
. . Beginning on 2/23/11, Unit Managers and/or Charge
The findings included: Nurses will make daily rounds on first and sceond shifts o
assurc complianee, Rounds will continue for three molhs |
| Resident #8 was admitted to the facility on March | and cesse on 6/1/11. !
22, 2010, with diagnosis including Cellulitis of Beginning on 2/23/11, the DON, ADON, andlor Weekend |
I Leg, Anemia, and Dementia, Manager will assure compliance by making daily rounds
on (irst and second shifts. This will continue for 3 months
Observation on February 23, 2011, at 9:15 a.m., | and ceasc on 671/11,
H = ] "z ]
{in the resident's room revealed the res!dent 8 K0 il ing By the vounda il b murmed it th
fingernails and toenails were long and jagged. facility's Exccutive Director and/or Dircctar of Nursing.
The Executive Dircetor/Director of Nursing will report
Observation and interview with Charge Nurse #1 ;‘ind'mgs muntrély tothe Quilrit;,v A;sumncn—"[’crf]'r]n;:ﬂncc
g B mpravement Commuttee. Thrs information wi
pi FEbn.'law 23, 2011, at 630 £ ] tf‘e ; reviewed beginning 3/15/11 and eease on 6/14/11, unless
resident’s room, confirmed the resident's nails ' there is need of further abservation, !
were in need of frimming,
F 323 483.25(h) FREE OF ACCIDENT F 323 | CORRECTIVE ACTION:

$$=D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident |
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to

| prevent accidents.

Resident £4's lap buddy was applied immediatcly, All
persannc] involved were immediately in-serviced on Life
Carc’s policy and progedure to assurc resident safety and
where to find information regarding safety devices on
caregiver's daily care guides on 2/24/11 by the StafT
Development Coordinater,

RESIDENTS WITH POTENTIAL TQ BE AFFECTED:
All residents with lap huddies and all other safety devices
were assessed for proper placcment of the safety device on
2/24/11. No other residents were Tound to be affected.

W oaie ] |
IRECTOR'S %!O ER/SUPPLIER REPRESENTATIVE'S SIGNATURE

L, EXeewtive -'Dz;;iﬁr 3o/l

(X8 DA

g

tgment endingAvith lan asterisk (™) denétas a deficiency which the Institution may be excused from correcting providing It Is determined that

flclercy
e?ﬂsafeguard ovide sufficint prptection to the patients. (See instructions,) Excapt for nursing homes, the findings stated above are disclosable 90 days
ing the date of survey wh o7 not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabls 14

/s following the date these documents are made availabie to the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued

aram participation.
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F 323 | Continued From page 1 F 323 | $YSTEMIC CHANG ES: . 4/10/11
All facility personnel were in-serviced by the Stall |
Development Coordinator gn 2/24/11 and 3/3/11 on I
; : . | identifying residents that have safety deviees and whete
{ This REQUIREMENT is not met as evidenced | this information is available on the daily care guides.
1: by: | ORIN:
Based on medical record review, observation MONITORING:,
! A ; e } ! . On 2/24/11, Unit Managers and/or Chatpe Nurges will
and interview, the facility failed to apply a safety begin making roands to monliar dafly gafey davice
device to prevent falls for one resident (#4) of application on first and sccand shift, This will continue for
twenty-six residents reviewed. 3 months and ccasc an 6/1/1 1.
: ; Beginning on 2/23/11, the DON, ADON, and/or Weekend
The findings included: I . Manager will assure compliance by making daily rouds

on first and sccond shifis. This will continuc for 3 months

Resident #4 was re-admitted to the facility on July widums L

23, 2010, with diagnoses including Mental All findings from the rounds vAll be turncd in 1o the
Retardation, Acute Respiratory Failure, and facility’s Executive Dircctor and/or Director of Nursing,
Glaucoma. The Exceutive Director/Directar of Nursing will report

findings monthly to the Quality Assurance/Performance

) i § Improverment Commitice. This information will be
Medical record review revealed following a fall on reviewed beginning 3/15/11 and cease on 6/14/11, unless |

December 31, 2010, the resident was assessed there s nced of further observation.
and a physician's order was obtained for a lap
buddy to be applied when the resident was in a
wheelchair,

Observations on February 22, 2011, at 3:00 p.m.,
and February 23, 2011, at 8:45 a.m., revealed the .
resident sitting in a wheelchair with no Jap buddy
in place.

Observation with RN Supervisor #2, on February
24, 2011, in the resident's room, at 10:15 a.m.,
revealed the resident sitting in a wheelchair with
no lap buddy in place. Interview with the RN
Supervisor at that time conflrmed the residentis | |

to have a lap buddy when up in the wheelchair. gsﬁgﬂngﬁﬁqmm R A0
F 500 | 483.75(h) OUTSIDE PROFESSIONAL B B e e i ert Lt tcacand |
D i ined pertinent information and
$$=D | RESOURCES-ARRANGE/AGRMNT spzciﬁc m"d;s r?;ated 10 dialysis treatment. All licensed

nurtes involved were immediately in-scrviced on Life
Care’s appropriatc policy & protedure for cnsuring
commuttication with the End Stage Renal Dialysis

- (ESRD) facilities that provide professional services to
facility residents ot 2/23/11 by the Unit Manager.

! If the facility does not employ a qualified
professional person to furnish a specific service
to be provided by the facility, the facility must

I CMS-2567(02-98) Previous Verslons Obsolets Event 1D: ZDFQ11 Faclty 1D: TN30O4 If continuatlon sheet Page 2 of 4
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F 500 | Continued From page 2 F 500 | RESIDENTS WITH POTENTIAL TQ BE AEFECTED: 4/10/11

have that service furnished to residents by a
person or agency outside the facility under an
arrangement described in section 1861(w) of the
Act or an agreement described in paragraph (h)
(2) of this section,

Arrangements as described in section 1861(w) of -
the Act or agreements pertaining to services
furnished by outside resourcas must specify in
writing that the facility assumes responsibility for
obtaining services that meet professional
standards and principles that apply to
professionals providing services in such a facility;
and the timeliness of the services.

This REQUIREMENT is not met as evidenced
by:
Based on medijcal record review and interview the

| facility failed to ensure communication with the
| End Stage Renal Dialysis (ESRD) facility where
| resident #15 received outside facility professional
1 services for one (#15)of twenty-six residents
| reviewed.

' The findings included:

| Resident #15 was admitted to the facility on
February 2, 2011, with diagnosis including End
Stage Renal Disease, Congestive Heart Failure,
and Renal Dialysis.

Medical record review of the Daily Care Guide
revealed the resident received dialysis
treatmients, away from the facility, on Tuesday,

| Thursday, and Saturday at 6:30 a.m., and for "NO
| B/P (blood pressure) in left arm (site of resident's
dialysis fistula)."

On 2/23/11, the two other residents receiving professional
services from the End Stage Renal Dialysis (ESRD) were
assessed for proper communication with the ESRD
facility. No other residents were fownd to be affected.

SYSTEMIC CHANGES:

All Heensed nurses were immediately insserviced on 02-
23-11 and on 03-03-11 on Life Care’s appropriate policy
and procedure for insuring appropriate cammunication
with ESRD facilities by the Unit Manager and the Staff
Develapment Coordinator.

MONITORING;

Om 2/23/11, Unit Managers and/or Charge Nurses will
begin conducting daily first shift chart audits to menitor
communication with ESRD facilitics. This will continue
for three moniths and cease on 6/1/11,

Beginning on 2/23/11, the DON, ADON, and/or Weekend
Manager will agsure compliance by making daily rounds
on first and second shifts, This will continue for 3 months
and cease on 6/1/11,

All findings from the roumds will be turned in fo the
facility’s Executive Director and/or Director of Nursing.
The Executive Direetar/Director of Nursing will roport
findings manthiy ta the Quality Assurance/Performance
Improvement Committee. This information will be
reviewed beginning 3/15/11 and ceasc on 6/14/11, unlcss
there is need of further observation,

Pu't\'c req et eec had
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{ February 19, 2011 (dialysis treatment day),

| site)... Removed tape from one side and he

| began bieeding profusely from fistula site. EMS

| (Emergency Medical Services) called to transport
| to ER (Emergency Room)". Continued review of

Medical record review of a nurse's note dated

revealed " ...resident request bandages be
rermoved from left upper arm (dialysis fistula

the nurses' notes for February 18, 2011, 2200
(10:00 p.m.) revealed the resident was returned
to the facility with no new orders,

Interview with Charge Nurse #2 at the Cedar Hall
nitrse's station on February 23, 2011, at 2:08
p.m., revealed Charge Nurse #2 had removed the
dressing on February 19, 2011. Interview at this
time with Charge Nurse #1, Charge Nurse #2,
Charge Nurse #3, and the Cedar Hall Unit
Supervisor confirmed the ESRD facility had not
sent written/ and or verbal communication
concerning the dressing on the resident's fistula
site,
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